combined to alter the pattern of community life within the hospital. Chief of these was the opening of wards and the introduction of parole. In 1932, 5% of the patients were accorded this privilege within the boundaries of the estate and there were no open wards or villas. A change of policy in 1942, however, initiated a steady expansion of these numbers, and at present 60% of patients in Netherne are on parole, and 22 out of 37 wards and villas are open. The hospital has no boundary wall or fence, and patients have no cards showing them the limits of parole, which to all intents and purposes is, therefore, unrestricted.
Physical methods of treatment.-The full-scale introduction of physical methods of treatment began in 1942, although Phrenazol and prolonged narcosis were employed with a few patients from 1938.
The numbers of patients undergoing prolonged narcosis rose to a maximum of 175 in 1945 but steadily subsided to 19 in 1955. A similar decline is seen in leucotomy operations, from a maximum of 79 cases in 1949 to 19 in 1955. Patients undergoing insulin coma treatment fell from 133 in 1951 to 95 in 1955; those having E.C.T. rose to 1,200 in 1951 and numbers have fluctuated between 1,050 and 1,200 yearly since then, but it is important to realize that between 1951 and 1955 the admission rate rose from 1,300 to 1, 600 and that this increase was largely composed of patients suffering from acute recent illness. E.C.T. administered to long-stay patients has, therefore, probably decreased.
Extra-mural expansion.-So far the material presented has dealt with changing conditions within the hospital. Since 1931 the contact between the hospital and the community, and consequently the selection of admissions, were influenced by the opening of out-patient clinics within the catchment area, staffed from the hospital. At present there are 4 clinics operating in general hospitals in the area.
Between 1932 and 1940 the yearly number of doctor-patient sessions varied between 100-200, but a spectacular increase began in 1941, and in 1955, 6,500 attendances were recorded at the 4 clinics. The number of new patients seen has remained at around 1,000 annually for the past ten years. (This figure does not include new cases seen on domiciliary visits.)
The foregoing details illustrate a few aspects of the changes that have arisen in this hospital during the past two decades. It would seem that the advent of physical methods of treatment coincided with an increase in emphasis on socialization, and with a more permissive attitude towards patients. In addition, there was a considerable expansion in the patient population and a marked increase in the admission rate, which may have involved some selection in the relative proportion of types of cases admitted. Brief as it is, this survey may help to illuminate the background against which one must project the results of physical methods of treatment by themselves.
The assessment ofphysical treatments-methods and materials.-A recent investigation at the hospital has evaluated these methods, by a comparison of the results of hospital treatment in two groups of patients, one of which was subjected to physical methods while the other was not. Readmissions were not excluded from this study.
The method of sampling was chosen to produce numerically comparable groups from two three-year periods, the first covering the years 1935 to 1937 while the second extended from July 1, 1945 , to June 30, 1948 . To achieve this, every other consecutive admission recorded in both male and female registers was used in the first period, and every sixth admission in the second period. In this way some 500 cases fell into each of the two samples, and the 1,000 case histories were individually examined to enable relevant data to be extracted and transferred on to specially designed cards. The information collected included age, civil and legal status, occupation, time ill before admission, previous admissions to mental hospital, duration of stay in hospital, main symptoms, treatment and diagnosis.
Diagnosis presented the greatest problem as the majority of cases had been classified according to the Board of Control Schedule, but, in the main, it proved possible to reclassify the cases according to modern practice and to fit them into categories which were adapted from the International Classification of Diseases (1948) . Finally, a five-year follow-up was made in each case. This involved enquiries to some 36 mental hospitals in respect of cases transferred from this to another hospital, and the despatch of approximately 500 simple questionnaires to relatives to discover whether the patient was alive and well, or had been readmitted to another hospital, or had died. A five-year follow-up was achieved in approximately 80% of both samples, which is satisfactory in view of the twenty years' interval elapsing since admission in the first sample, and, in view of the migration of population consequent upon the Second World War.
For the purposes of this present report, only part of this material is considered, namely that relating to cases of schizophrenia and the affective psychoses, and a comparison is made between those patients who received the forms of physical treatment indicated above during the first two years of their admission, and those who did not.
Comparison of samples.-The numbers of schizophrenic patients considered was 173 in Sample I and 125 in Sample II; and of Affective Psychosis, 120 in Sample I and 83 in Sample II. There was a fall in the death rate from a total of 59 cases in the first period to a total of 15 cases in the second, and this reduction appears to be due to medical rather than psychiatric advances, as the deaths due to exhaustion and suicide remained fairly constant, at 8 in the first and 5 in the second period. Deceased patients have been excluded in calculating the significance of differences in later tables. Inspection of the distribution of symptoms indicated that the loading was definitely higher in the first sample, both among schizophrenics and affectives. The most important difference among the schizophrenics was that hallucinations were recorded for 36&4% of the first sample and only 14-4% of the second sample, and this difference was very significant statistically. (Percentages are quoted for easy comparability, but statistical tests were applied to the actual numbers). Among the affective disorders, the most important difference was that in the first sample major symptoms, in addition to depression or mania, were recorded for 62*5 % and in the second sample for only 45 7 %, and this difference was very significant statistically.
Allowing for the fact that the first sample was a 50% one and the second a 16 67 % one, the absolute number of non-hallucinated schizophrenics was about three times as large in the second as in the first. Among the affectives, allowing for the same fact, the absolute number of patients with only one major symptom was three times as large in the second sample as in the first. These figures suggest that the great increase in admissions during the second period arose largely from the admission of three times as many moderately ill patients.
The differing composition of the samples made it imperative to examine separately the hallucinated and non-hallucinated schizophrenics, and also the complicated and uncomplicated affectives, if misleading conclusions were to be avoided.
Items of comparison.-Comparison was carried out on the following items.
(1) Status at one year: That is Alive in Hospital v. Alive at Home; Dead being omitted.
(2) Status atfive years: As for status at one year.
(3) Condition after discharge: This was assessed on the scheme suggested by Guttman et al. (1939) and comprises five categories, namely: Family Invalid (where the patient shows well-marked symptoms, but is manageable at home); Social Defective (where presence of minor symptoms prevents social and occupational adaptation at the previous level); Social Recovery (where there is a return to previous social and occupational level despite minor symptoms); and Total Recovery. In practice, the latter were so infrequent that Social and Total Recoveries were summated as Recovered.
(4) Readmission rate: This compared the number discharged and readmitted with the number discharged and not readmitted.
(5) Time in months to first discharge: This was taken up to five years. Patients who died without being discharged were excluded.
(6) Total time in months in a mental hospital during first two years. 
34.9
38-9 37-6 18-4 * *Statistically significant. cant differences apart from the Condition after Discharge, which may arise as a result of applying stricter criteria of recovery in the second sample. There is a close parallel between both samples in the months spent in hospital. The evidence, therefore, is fairly strong that the treatments have no impact on the hallucinated schizophrenics. The only doubt arises from the small number of cases in the second sample, which may be too small to sustain so far-reaching a conclusion.
Turning to the non-hallucinated schizophrenics (Table I ), it appears that significantly more patients in Sample II were at home after one and five years, and significantly more in Sample I were never discharged during the five years. The patients in Sample II spent significantly less time in hospital than did those in Sample I. The proportion of recoveries, however, remained about the same in both samples. The data suggests, therefore, that the treatments have made a strong impact on the nonhallucinated schizophrenics by increasing the proportion discharged and reducing the total time spent in hospital, though not by increasing the proportion of recoveries. The most obvious interpretation is that, owing to treatment, many patients who would formerly have remained in hospital are now discharged either as Social Defectives or as Family Invalids.
The cases of Affective Psychosis are presented in Table II . Considering first those with .. 14-9 3.5 * 9.9 7-6
Months in hospital during first 5 years .. 26-7 4-6 * 16-6 14-5 *Statistically significant. more than one main symptom, for example, Depression with Delusions of Guilt, it can be seen that on all items of comparison save the readmission rate there has been a significant improvement in Sample II. Treatment has enormously increased the discharge and recovery rates, and decreased in striking fashion the period of time ill.
Finally, in those cases where the main symptom was either depression or mania, it would appear that the prospects of this group are rather good without treatment and that the latter does not materially improve the situation. The fact that treatment makes little difference cannot be attributed to an uneven distribution of age groups in the two samples, as ages were closely paralleled in the two, and although the first sample had a greater proportion of manics this was not statistically significant.
Conclusion.-In conclusion, it would seem that the physical methods of treatment have had a beneficial effect in certain cases of Schizophrenia and of the Affective Disorders, but I would suggest that these results should be considered in relation to the parallel changes in the therapeutic environment of the hospital, as previously described. There is no evidence to indicate which (if either) of these factors is causal and which consequential, but together they would seem to constitute the significant alteration, during the past twenty years, in the pattern of care of the Psychiatric Patient. to the study of a specific problem-that of aggressive behaviour in a ward for acutely disturbed female patients.
The purpose of the investigation was to study the circumstances under which aggression arises in a mental hospital ward, the problems which it presents to the nursing staff who are responsible for the care and treatment of patients, what measures could prevent or reduce the amount of aggression, and what are the most effective ways of dealing with aggression once it has arisen.
(2) Description of the ward.-The ward selected for the investigation was the female ward for acutely disturbed patients. There were 50 patients on the ward, most of whom had been sent there because of aggressive or antisocial behaviour. The average age was 39-7 years, with a range of 20 to 65 years, and the average length of stay in the hospital was 8-9 years, with a range of I to 23 years. The patients were practically all suffering from some form of chronic psychosis, there being 33 Schizophrenics, 6 Epileptics, 5 Psychopaths, 4 Manic-Depressives, and 2 Mental Defectives.
When the Investigator went on the ward in the early part of 1955 considerable changes were taking place regarding therapeutic policy and ward organization. An attempt was being made to increase the number of patients engaged in occupational and social activities, more interest was being paid to individual patients, and their needs satisfied more adequately in various ways.
(3) Method ofstudy.-It was assumed that aggression may arise from multiple causes, and an attempt was made to identify individual and social variables with which it may be associated. The method of study was determined by the nature of the problem, the subjects being investigated, and the theoretical assumptions underlying the research. The data were collected during a ten-week period of study, and various techniques were used to obtain the necessary information.
The Investigator adopted the role of a full-time research worker, and in this capacity spent considerable periods in the direct observation of patients engaged in many activities both on and off the ward. It was decided to enlist the help of the nursing staff in the collection of data, and for this purpose a special form was constructed on which was recorded the data regarding various features of each aggressive act, of the circumstances of the situation in which it occurred, and of the action that was taken in dealing with it. This information was recorded by the nurse who had observed the incident as soon as possible after it had occurred. Aggression was defined in terms of overt behaviour, and was regarded as "Personal Aggression" if directed at other individuals either in the form of verbal or physical attack, and as "Impersonal Aggression" if directed at property in the form of breaking, banging or knocking things over. The recorded information referred to observed behaviour and facts, requiring no inference or interpretation. This method of data collection required training and supervision of the nurses for this purpose, and subsequent checks indicated this was a reasonably valid and reliable technique.
To obtain a classification of the patients based on general behaviour and social characteristics they were all rated on the Fergus Falls Behaviour Rating Scale as used by Lticero and Meyer (1951) . This rating was performed by the two Sisters on the ward each week during the period of the investigation. Additional information was obtained from ward records and reports, ward meetings, and from formal and informal interviews with individual members of the staff.
(4) Results.-The records of overt aggression were analysed in relation to specific individual and social variables. It is hoped that this type of analysis will help to show those features and characteristics which tend to be most frequently associated with aggressive behaviour. Correlation may not be a sufficient condition, but it is a condition in establishing causation.
The data presented here refer to 298 acts of aggression committed by 32 out of the 50 patients on the ward during a period of ten weeks. For purposes of analysis the patients have been grouped into three main categories: firstly, those who were not aggressive, of whom there were 18 patients. Secondly, those who were fairly aggressive, having committed from 1 to 5 acts of aggression, of whom there were 18 patients. Thirdly, those who were very aggressive, having committed 6 or more acts of aggression, of whom there were 14.
The selected variables were then compared within these groups with a view to establishing the nature and extent of any association.
The X2 test indicated that the characteristics associated with aggressive patients, and which were significant at the 5 % level, were poor co-operation with nurses and lack of parole. Other variables studied, but which did not appear significant, were-age, marital status, intelligence, diagnosis, general behaviour rating, response to other patients, work, psychomotor-activity, length of hospitalization, legal status, number of visitors, and physical forms of treatment. However, there are interesting features of some of these variables which are revealed by a more detailed consideration of the data.
(1) In the present analysis age (Table I) is not very significant, but a more detailed con- sideration of the data suggests that the younger group comprises samples of two populations; one which is indistinguishable from the older group and one with a high number of incidents which has no parallel in the other group. If one considers only those patients who were responsible for 11 or more aggressive incidents, there were 7 individuals in this category, of whom 6 were under 40.
(2) Analysis of marital status is shown in Table I . 32 of the patients were unmarried, including 10 of the non-aggressive ones, but the fact that 12 out of the 14 very aggressive patients were unmarried suggests that aggression is one factor in determining whether a patient is married or single.
(3) The social response to other patients, assessed by the Fergus Falls Behaviour Rating Scale (Table I) indicates that 12 out of the 18 non-aggressive patients were given a higher rating regarding the extent to which they initiated contacts with other people.
(4) Co-operation with nurses, also assessed by the Fergus Fall Behaviour Scale (Table I) , is seen to be clearly related to aggression. The most aggressive patients were also much less co-operative in general. 15 of the 18 non-aggressive patients were given a high rating, whereas 9 of the 14 very aggressive were given a low rating.
(5) When length of hospitalization is considered (Table I) it is seen that a higher proporti6n of those patients who were admitted six or more years ago were aggressive, compared with those who have been in the hospital for less than six years. Aggression is undoubtedly one of the main reasons for the continued hospitalization of many of these patients. However, it seems likely that this is a two-way relationship, with enforced hospitalization acting as a contributory cause of aggressive behaviour.
(6) The parole analysis (Table I) shows an orderly progression in the data, those patients having no parole being the most aggressive. In some instances the patients had lost their parole because they were aggressive, and although this was not invariably the case, there is need for caution in interpreting this relationship.
(7) The data regarding the occupation of the patients (Table I) shows that the good workers, given a high rating on the Fergus Falls Scale, comprised a smaller proportion of aggressive patients than did the poor workers. In fact 12 of the good workers were aggressive 'ompared with 20 of the poor workers. This would suggest that employment of the patients tends to reduce the amount of aggression, but is not in itself a complete solution to the problem.
(8) Pre-frontal leucotomies (Table I) had been performed on 15 out of the 50 patients. Without more detailed knowledge of the behaviour of these patients prior to the operation it is difficult to assess any possible improvement in them. Some of them were, in the opinion of the staff, less aggressive than they had been, but the present data indicate that 7 of them are still fairly aggressive, and 5 of them are very aggressive.
(9) With regard to electrical treatment (Table I) , 12 out of the 23 patients who had received up to 50 treatments were aggressive compared with 20 out of the 27 who had received more than 50 treatments. Some of the latter may be less aggressive than they had been, but 10 of them are still fairly aggressive and 10 of them are very aggressive. This suggests that electrical treatment may have been more useful as a temporary method of controlling aggression which had already occurred, rather than as a preventive measure of treatment.
The data can be analysed using not the individual, but the aggressive act as the unit of analysis. This will help to show the types of situations which most frequently give rise to aggression, and the problems which aggression presents on the ward in terms of social management. Analysed in this way, it can be shown for instance that more aggression occurs in the dining room at meal times than in any other single situation, and that there appears to be a diurnal variation, with progressively less aggression occurring over the course of the day.
(10) Ninety-one of the aggressive acts were related to particular patterns of staff-patient interaction (Table II) in 42 cases being the response to requests or instructions by the staff. patients, not to mechanical forms of restraint. This suggests the importance of staff attitudes and of the way in which patients are approached by the staff.
(11) Eighty-eight of the aggressive acts arose out of patient-patient interaction (Table II) , which could be classified as: Related to food, drinks, sweets, and cigarettes, response to interference, response to criticism or abuse, response to noisy or restless patients, and response to aggression of other patients.
(12) The disturbance created by aggression is illustrated in Table Ill . There were 180 aggressive acts which created a disturbance on the ward lasting less than ten minutes each, of which 20 were rated as severe. There were 87 incidents lasting between ten minutes and an hour each, of which 38 were rated as severe, and there were 31 incidents lasting more than an hour each, of which 16 were rated as severe. It will be seen that there is a tendency for a higher proportion of the more lengthy incidents to be also more severe. This would suggest that, in general, short temporary removal from the situation is not an adequate remedy for severe aggression, which may require different methods of treatment.
(13) Table IV indicates the types of action taken in dealing with aggression and the effectiveness of treatment. In accordance with the changed policy of treating the patients, most of the aggression was dealt with by social means rather than by physical methods of treatment. By far the most common method was to remove that patient from the situation in which aggression has occurred. It would seem that it is possible to run a ward of this SHH description without the extensive use of sedation, E.C.T., and seclusion, but this depends on meeting the needs of individual patients more adequately and hence reducing the frustrations and provocations which lead to aggression. It depends also upon the development of appropriate staff attitudes, which are probably the most important factors in dealing with the problem. It is suggested that investigations of this nature can contribute to the social diagnosis and treatment of patients, and assist in the development of a more constructive policy of ward management. Personal Stresses in Relation to Psychiatric Illness PERSONAL stresses, defined as experiences and circumstances, that may have an adverse effect on an individual's behaviour, were examined with the help of a social schedule (Freudenberg et al., 1956) in two groups of psychiatric patients, one comprising admissions under 60 and the other consisting of 100 consecutive admissions over 60. Both psychiatric groups were compared with controls: those under 60 with admissions to a general surgical ward and a neurosurgical unit; psychiatric patients over 60 with members of a near-by Darby and Joan Club without psychiatric disability. These stresses were investigated to elucidate their relation to psychiatric diagnosis and treatment responses. Such a study should also elucidate psychotherapeutic and other social measures used in psychiatric practice.
"The general point of view is that an individual must be seen simultaneously as an organism, a member of society, and a personality in a culture. These three dimensions with their various potentialities for stress and strain affect human life both in health and illness" (Simmons and Wolff, 1954) . In the present investigation only the incidence of personal stresses was ascertained. The complexity of the problem and various methodological difficulties and deficiencies impose limitations which will allow only tentative conclusions. The present investigation is therefore only a contribution and not a final answer to the problem.
Psychiatric patients under 60.-The investigation into this group, without the control comparisons, has been published elsewhere (Freudenberg et al., 1956) . Subsequently the following additional comparisons were made for each of the 91 personal stresses: A.
Incidence of total number of stresses in the various diagnostic groups versus control (Table  I ). B. Incidence of separate stresses in various diagnostic groups versus control (Table I1 ). Significant at 5 % level. Examination of the means by the fiducial limits technique indicates that the significant difference operates between the controls and the depressives on the one hand and the schizophrenics on the other. The psychoneurotics do not definitely differ from either. Table I shows the total number of personal stresses in the diagnostic groups versus nonpsychiatric controls. N gives the number of patients.
It will be seen that the mean incidence is highest in schizophrenics. The incidence in depressives is significantly lower than in schizophrenics and does not significantly differ from controls. The psychoneurotics seem to occupy an intermediate position between controls and schizophrenics but do not definitely differ from either. This may suggest that the highest number of stresses is related to the severest disorder, schizophrenia.
Both samples, control and diagnostic groups, were investigated by the same person (Psychiatric Social Worker).
B. Incidence of Separate Stresses in Various Diagnostic Groups Versus Control (Table II) . Table II shows the significant separate stresses in the various diagnostic groups versus the non-psychiatric control. The following comparisons were made and the significant stresses indicated by: black squares signifying the comparisons between depressives and controls, white squares crossed with black the comparison between schizophrenics and controls and the white squares those for the neurotics and controls.
It will be seen that the stresses found significant were present largely in the sections of Childhood in General and only some under Occupational and Sexual and Marital stresses. None were found significant in Earliest Childhood.
To pick out only a few: in schizophrenics there was a significantly higher incidence of abnormal discord between parents without separation (1 %) than in controls. Objective occupational factors were more frequently markedly frustrating (1 %). It is, of course, impossible to say what is causal and what consequential from such findings. Personal stresses were more frequent in the psychiatric group than in controls, i.e. 10-9 significant differences could be expected by chance at 5 % level but 18 were actually obtained; 2-7 significant differences were expected at 1 % level and 6 were actually obtained.
The incidence of significant differences between controls and psychiatric groups was low in Earliest Childhood, was above chance in Childhood in General, Occupational, Sexual, Marital and Miscellaneous stresses.
Patients under 60: conclusions.-The investigation referred to above revealed that personal stresses in psychiatric patients under 60 years of age where no significant differences could be found included many to which great importance is often attached. This finding was further reinforced by the comparisons with the control group where bottle feeding, weaning difficulties, lax toilet training, strict toilet training, late establishment of bowel control, unusual feeding difficulties, over-affection from mother, early death of mother or father, separation from mother while under the age of five, &c., were not found to be significantly greater in incidence in the psychiatric group as compared to controls. The significant findings as evident from Table II will repay further investigation. The number of stresses experienced is apparently related to the most marked behaviour disorder. The incidence is highest in schizophrenia. In depressives the incidence is lower and does not differ significantly from controls in contrast to schizophrenics where the incidence is definitely higher than controls. This may indicate that existing genetic and constitutional factors are more important for the development of a depressive illness. The significant differences in separate stresses experienced by patients under 60 compared to controls seem to justify attempts to modify the stimuli of the environment or the experience of it by psychological, sociological and/or physical therapy, particularly as long as we have not definitely discovered what genetic or acquired factors are causative in the promotion of any pathological behaviour in spite of the fact that only moderate importance can probably be attached to them. The stress sections where the present investigation suggests that this may be rewarding are: Childhood in General-particularly parental attitudes; occupational problems; sexual and marital problems; and other various adult stresses.
Psychiatric patients over 60.-The second sample in which personal stresses were investigated consisted of 100 consecutive female admissions over the age of 60 where no previous hospital treatment had occurred. Roth (1955) has shown that the five senile psychotic groups: (1) affective psychoses, (2) senile psychoses, (3) late paraphrenias, (4) acute confusions, and (5) arteriosclerotic psychoses are each characterized by a distinctive pattern of natural history. He suggests that, apart from biochemical and physiological differences, there might also be psychological and environmental factors which "are unlikely to be of equal importance in these five groups so markedly different in natural history".
For the senile group another check list of 35 items was compiled, divided into three periods: one year before admissions; one to five years before admission; six to twenty years before admission.
Senile patients were divided into diagnostic groups as suggested by Roth: . 34 5 cases were omitted as 3 had been in-patients in mental hospitals before the age of 60 and in 2 cases histories were not available.
The same check list was used for 100 females aged 60 and over attending near-by Darby and Joan Clubs without any evident psychiatric disability.
Mean age of senile group=72 8 (range 60-94) Mean age of control group=72-3 (range 60-90) The following differences were statistically significant:
TOTAL STRESSEs: SENILE VERSUS CONTROLS More frequent in total groups of Seniles (Table III. Significance ofpersonal stresses. Senile v. Control) Table III shows the separate significant stresses in the control group of non-psychiatric old people over 60 versus the total senile psychotic sample.
On the left the social schedule with its various sections: Health, Financial, Domestic, Family, Social Contacts and Miscellaneous. On the right are the significance levels, 5% and 1%.
To mention only a few of the significant differences at 1 % level more frequent in senile psychotics: a definite change for the worse in their financial situation; insufficient domestic duties to occupy attention; general lack of friends and visitors. These alone already suggest worth-while social therapeutic measures.
Senile control and senile psychiatric sample was in this case investigated by a different person, which may have influenced the results.
TOTAL SENILE VERSUS CONTROL COMPARISONS: CHANCE EXPECTANCIES AND ACTuALLY
OBTAINED (TABLE IV) Table IV shows that there occurred more significant differences between seniles and controls than would be expected by chance. Table V gives the total actual number of stresses in the separate diagnostic groups and in control. The controls show a distinctly lower incidence of stresses than all other diagnostic groups except the senile dements. -The senile dements are distinctly lower than confusionals, but with all others there appears to be no significant difference in incidence. These differences if confirmed in another sample are highly suggestive.
Next, comparisons were made between the incidence of personal stresses in relation to the five diagnostic groups irrespective of controls. (TABLE VI)   Table VI shows the separate stresses significant at 1 % and 5 % levels in which the diagnostic groups differ from each other. Diagnostic comparisons 1-9 on the left. It is of interest to see how frequently significant differentiating stresses occur as commoner in the arteriosclerotic group (white with black oblique line) as compared to the other diagnostic groups, which is suggestive that conflict may have some relation to the development of hypertension and arteriosclerosis in liable subjects. Table VII gives the separate stress incidence for diagnostic comparisons split up into the various sections of the social schedule. The total number of significant differences was found to be below expectancy at 5 % level Under individual sections the incidence of significant differences under Family and Miscel-1038 Senile Dementia v Arteriosctle --j laneous Stresses such as Exceptionally Severe Stress during World War II was above expectancy by chance. This is again suggestive. SENILE INVESTIGATION: SIGNIFICANT DIFFERENCES EXPECTED AND OBTAINED DIFFERENCES. TOTAL COMPARISON OF (1) DIAGNOSTIC GROUPS AND (2) PROGNOSIS (TABLE VIII) Table VIII shows the total number of significant differences expected by chance and actually obtained: (1) in the diagnostic comparisons; (2) in relation to response to treatment. It indicates that, if one goes into further detail, certain individual comparisons show a higher incidence of differentiating stresses than expected by chance.
III

INCIDENCE OF PERSONAL STREssEs IN RELATION TO DLAGNOSIS IN SENILES
The highest incidence of differentiating stresses occurred in the Arteriosclerotic group. Differences in the incidence of stress are also apparent between Discharged versus Not Discharged Affectives.
The total of significant differences in stresses in the diagnostic comparisons expected at 5 % level is definitely below expectation, but those at 1 % are slightly above. Table IX shows the incidence of separate stresses in relation to treatment response or prognosis. The incidence of separate stresses is compared between Dead and Still Hospitalized and Discharged Affective Psychotics.
INCIDENCE
It is evident from the table that: Change to less comfortable living quarters, insufficient domestic duties or lack of privacy in living quarters are more important factors for lack of response to treatment than mere personal stresses.
Table X again gives the total of significant differences in treatment response comparisons as expected by chance and actually obtained, split up into sections. It confirms that domestic problems obtained frequencies above expectancy by chance for Affective Psychoses. The other main problems seem to centre round physical health.
In the discharged Affective Senile Psychotics, ill-health of loved person was significantly higher in incidence one to five years before admission.
Patients over 60: conclusions.-The total number of stresses in the senile diagnostic groups versus controls showed that the controls have a distinctly lower incidence as compared to all diagnostic groups except the Senile Dements. The most likely relationship is again that the other groups like Paraphrenics, Confusional States and Arteriosclerotic Dementias would, on the whole, show a more severe behaviour disorder than the mere Senile Dements.
In the senile groups, stresses seem to have a more important differing incidence between diagnostic groups and also in the treatment response comparisons. This occurred particularly in the sections concerning physical health and domestic problems, such as restricted living quarters. GENERAL CONCLUSIONS Our findings are in agreement with the evolutionary theory of disease which regards illness as inherent in the nature of life itself and as arising either from the universal preying of one species on another or from genetic variability, or from environmental circumstances which the organism's inherited structure is unable to resist.
"The complex relation of personal stress and illness can only be further elucidated with more refined methods which would bring more detailed and systematic knowledge of the existing social context and the particular person involved" (Simmons and Wolff, 1954) .
